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Congenital syphilis is preventable if the mother’s infection is
diagnosed early in pregnancy and treated promptly

T
he morbidity and mortality associated
with congenital syphilis are preventa-
ble; screening in pregnancy enables

treatment of the mother, fetus and sexual
partners. Maternal syphilis leads to still-
birth, prematurity, clinical congenital
syphilis and infant death, with the highest
transmission rates and most deaths occur-
ring in early syphilis. A recent study in
Russia showed that 26% of infants with
congenital syphilis had fatal outcomes,1

while 51% of all stillbirths in Tanzania
were attributed to syphilis.2 While maternal
screening and treatment of syphilis are
extremely cost-effective health interven-
tions even when the prevalence of infection
is very low,3 4 many countries do not have
universal antenatal screening. In a survey
of 22 countries in sub-Saharan Africa, 17
had antenatal screening, but although 73%
of pregnant women had antenatal care,
only 38% were screened for syphilis.5

Globally, the World Health Organization
(WHO) estimates that around 360 000 fetal
and perinatal deaths occur annually due to
syphilis and a further 270 000 babies suffer
serious and permanent effects.6 A study
conducted in four countries (Argentina,
Cuba, Saudi Arabia and Thailand) partici-
pating in the WHO antenatal care trial
estimated an overall prevalence of 0.9%
with a range of 0.1% to 2.2% across the four
countries.7 Much higher prevalence has
been reported in other developing coun-
tries, for example, a prevalence of 7.7% has
been described in Tanzania.3 Cheng et al8

report in this issue on the screening of half
a million pregnant women in China.
Syphilis was detected in 2208 (0.46%)
women and the authors showed that
screening was effective in preventing con-
genital syphilis. Although prevalence is low
nationally, the sheer size of the population
in China means that there are likely to be
very many cases of congenital syphilis.

Far less congenital syphilis is seen in the
developed world. In the UK, only 14 cases
of congenital syphilis in infants under
2 years old were reported from genito-
urinary medicine (GUM) clinics in 2005.9

These low figures are partially due to a well
established antenatal screening pro-
gramme and low rates of syphilis in
heterosexual women, although rates are

increasing. The constantly changing epide-
miology of syphilis in the adult population
highlights the need for continued compli-
ance with the universal screening policy.

In light of this substantial burden of dis-
ease, the WHO recommends that all preg-
nant women should be screened at their
first antenatal visit and that the test should
be repeated early in the third trimester.7 10

Treponemal tests such as EIA or TPPA/
TPHA or cardiolipin tests such as RPR/
VDRL are used for screening. The latter test
diagnoses early syphilis but misses many
cases of late syphilis and there may be
problems with biological false positives if
no confirmatory test is performed as well as
false negative in early syphilis from the
prozone phenomenon.

Decentralisation of antenatal care may
assist in the uptake of screening. Some of
the problems are late presentation to
antenatal clinic and failure to reattend
for results and treatment. However, the
advent of point of care (POC) treponemal
tests enables immediate diagnosis and
treatment at the initial visit. The POC test
has to be affordable, sensitive, specific,
user-friendly, rapid/robust, equipment-free
and deliverable (ASSURED),11 and has to
be accompanied by immediate treatment
provision. A South African study showed
that ‘‘complicated’’ RPR POC tests,
although they reduced treatment delay,
did not lead to a better treatment rate or a
reduction in perinatal mortality. This may
be due to the poor treatment rate of 64%
resulting from women not staying because
of the delay between testing and treat-
ment.12 Significantly more cases are
detected and treated when POC tests with
immediate results are used.7 Treponemal
and POC tests cannot differentiate between
new and previously treated syphilis and
RPR/VDRL titres are required to assess
reinfection or recrudescence.

Minimum treatment is a single injec-
tion of IM benzathine penicillin 2.4 MU
for early syphilis and possibly a further
injection before delivery.3 10 However,
there is a need for single dose oral
treatment. While azithromycin 2 g orally
is effective for adults,13 it is not recom-
mended for pregnant women because
poor placental penetration means that

the fetus is not adequately treated. There is
also concern regarding macrolide
resistant strains14 and if a macrolide is used
the baby should also be treated at birth. It is
essential that partners are treated to pre-
vent reinfection as otherwise the preven-
tion efforts will be undone.

Despite the relative ease of screening and
treatment, many challenges remain.
Problems in developing countries include
depleted stocks of drugs and other con-
sumables, lack of appropriate transporta-
tion of samples for testing, little training for
laboratory staff in performing the tests and
a high turn-over of clinical staff.15 In
addition, the biggest challenge is an inade-
quate healthcare infrastructure. In order for
congenital syphilis to be prevented, a
woman must access antenatal care early
in her pregnancy, undergo a test, get the
test results and receive treatment. Women
can be lost at all these stages. Women in
developing countries may live far from a
healthcare facility or be unable to afford
transport costs and therefore be unable to
attend, while in the developed world high
rates of immigration may result in groups
of women being unaware of the healthcare
options available to them.

All cases of congenital syphilis are
preventable if the mother’s infection is
diagnosed and treated promptly. However,
in order for this to occur good pathways of
care must be in place and sufficient
resources must be available. This requires
commitment from governments and strong
programme leadership, as shown by Cheng
et al.8 The expansion and improvement of
free antenatal care should be a priority
followed by a specific commitment to
prevent congenital syphilis. As high priority
is already given to the prevention of vertical
transmission of HIV, there is great potential
for the integration, expansion and improve-
ment of syphilis programmes. The WHO
Millennium Development Goals of redu-
cing the mortality of children under 5 years
of age by 66% and improving maternal
health by 2015 present a significant chal-
lenge and opportunity: the prevention of
congenital syphilis is an integral aspect of
these aims and requires leadership action.
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Sexually Transmitted Infections flies even higher

I
mpact factors for journals for the year
2006 have recently been published and
we are delighted to report that the

impact factor for Sexually Transmitted
Infections has again increased, from 2.668
in 2005, to 3.395 in 2006 (fig 1). Sexually
Transmitted Infections is now ranked 13th
of 47 journals in the category ‘‘infectious
diseases.’’ It is now the highest ranked
sexually transmitted infections specialty
journal in terms of impact factor and has
overtaken Sexually Transmitted Diseases
(table 1). The journal impact factor for
2006 reflects the number of citations in
2006 to papers published in Sexually
Transmitted Infections in 2004 and 2005.

Over the past few years the journal has
received an increasing number of high
quality submissions and is able to publish
the very best of these. The quality of
published articles is reflected in the fact
they are highly cited.1–15 The Bench.Press
system facilitates online submission and
Online First enables us to publish an

accepted paper ‘‘online’’ within a few
days of accepting it and in advance of
subsequent publication in the paper
journal.16 As editors we urge you to send
us your best submissions. By doing so you
will enable us to publish articles of a high
standard throughout 2007, 2008, and
beyond and further enable us to continue
to build on the success achieved with
Sexually Transmitted Infections.
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Table 1 Specialty journal impact
factors for 2006 (published in 2007)

Journal
Impact
factor

Sexually Transmitted Infections 3.395
Sexually Transmitted Diseases 2.577
International Journal of STD &
AIDS

1.274
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